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The Employee Alcohol Treatment Programs, past and present, have been 
designed by management, unions, government, and consultant personnel. The 
design of these programs has been predicated on altering the dysfunctional 
lifestyle of the alcoholic employee and yet the alcoholic employee has been 
excluded from this important process. The effectiveness of these programs 
are in question when they do not take into account the needs and input of 
the client population they are designed to service. 
The purpose of this paper is to research the attitudes of the 
alcoholic employee population regarding their views on the design of an 
employee alcoholic treatment program. It is our hypothesis that the 
alcoholic employee's conceptualization of an Employee Alcohol Treatment 
Program will differ considerably from that currently espoused by the 
literature on existing programs. It is our contention that the employee's 
conceptual differences should be integrated into the design of existing 
programs to improve the responsiveness and efficacy of these programs. 
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Review of the Literature 
The origins of the employee alcohol treatment programs can be traced 
to the establishment of Alcoholics Anonymous in 1935, which apparently set 
the social stage for the company-sponsored programs which followed. In 
1944, DuPont became the first company to sponsor an industrial alcohol 
treatment program, with Eastman Kodak following suit in 1945. The National 
Council on Alcoholism (NCA) was established in 1944 to assist companies 
in the effort of initiating and maintaining alcohol treatment programs. 
In the period of 1944-1960, 121 companies instituted a form of an alcohol 
treatment program.'*' The early programs were morality based and focused 
their 'rescue1 efforts on identifying the typical skid-row alcoholic. 
According to Wrich, "the person sought was the chronic stage alcoholic 
2 
whose problem was so overt as to be obvious to virtually everyone." 
These early approaches placed management, namely the supervisor, in the 
role of diagnosing and confronting an employee with a behavior which 
carried the stigma of moral weakness. The approach-avoidance aspects of 
the supervisor's role created an air of ambivalence which assisted the 
employee in achieving chronic stage alcoholism and subsequent termination 
3 . 
or retirement. With the advent of constructive confrontation, the super¬ 
visors' role became less conflictual, in that he referred employees strictly 
4 
on the basis of job performance. 
^■Robert L. Raleigh, "Alcoholism in Industry," in Alcoholism, ed. Ronald 
Catanzaro (Springfield, Illinois: Charles C. Thomas, 1968), p. 393. 
2 
James T. Wrich, The Employee Assistance Program (Center City, Minne¬ 
sota: Hazelden, 1974), p. 10. 
3 
U.S. Dept, of Health, Education & Welfare, National Institute on Alcohol 
Abuse and Alcoholism. Occupational Alcoholism, Some Problems and Some Solutions 
(HSM 73-9060, 1973), p. 5. 
4 
Harrison M. Trice & Paul M. Roman, Spirits and Demons at Work (Ithaca, 
New York: Cornell Univ. Press, 1972 reprint ed., 1978), p. 170. 
-2- 
The 1960's was a growth period for employee alcohol treatment programs, 
and this growth has been attributed to the active and innovative involvement 
of the N.C.A. The period 1960-64 saw 82 companies establish treatment programs 
for their alcoholic employees.^ NCA's role in the development of services to 
labor and management in the 1960's resulted in the establishment of the NCA's 
Labor-Management Committee in 1969. With the passage of the Hughes Act in 
1970 (P.L. 91-616) and the creation of NIAAA, employee alcohol treatment came 
of age in a professional-governmental sense. NIAAA provided funding for state 
occupational consultants and for overdue research in the viable area of occu¬ 
pational treatment. 
The Occupational Branch of NIAAA surveyed existing programs in 1972 
and discovered that out of approximately 300 companies with a written program 
policy, few were ongoing and achieving moderate success.^ Efforts to deter¬ 
mine the policies and procedures common to the successful programs, coupled 
with the 1960-65 NCA study and ongoing research by companies and individuals 
culminated in the Broad Brush Approach (or Employee's Assistance Program) to 
Employee Alcohol Treatment.^ 
This approach was designed in recognition of the myriad of factors 
which could affect the employees' work performance including alcohol, drugs, 
emotional and physical health, financial, marital, and/or familial distur¬ 
bances. Identification procedures which had been the major shortcoming of 
^Robert L. Raleigh, "Alcoholism in Industry," in Alcoholism, ed. Ronald 
J. Catanzaro (Springfield, Illinois: Charles C. Thomas, 1968), p. 393. 
£ 
James T. Wrich, The Employee Assistance Program (Center City, Minne¬ 
sota: Hazelden, 1974), p. 12. 
^Joseph F. Follmann, Jr., Alcoholics and Business (New York: Amacom, 
1976), p. 138. 
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the previous programs, were greatly enhanced under the Broad Brush Approach 
as evidenced by an increasing number of self-referrals. Subsequent statis¬ 
tics have shown that approximately 50-70% of all referrals are alcohol- 
g 
related. The Broad Brush Approach was also designed to minimize the stigma 
in the procedure of seeking or referral to alcohol treatment, as "experience 
has shown one of the best ways to drive alcoholics to cover is to label the 
program and staff with the term 'Alcoholism' or 'Alcoholic.'" Other models 
of employee alcohol treatment in line with the philosophy of the Broad Brush 
(Troubled Employees') Approach are the Human Contract and Counseling Center 
models which vary in their wholistic approach to employee problems.^ The 
acceptance of these new treatment approaches are demonstrated by a 1975 sur¬ 
vey which showed that out of all the new occupational programs developed, 
18% were exclusively for alcoholics; 57% were oriented to the Broad Brush - 
Troubled Employees' Concept; and 25% were combined alcohol and drug programs 
U.S. Department of Health, Education and Welfare, National Institute on 
Alcohol Abuse and Alcoholism. Occupational Alcoholism, Some Problems and Some 
Solutions (HSM 73-9060, 1973), p. 8. 
James T. Wrich, The Employee Assistance Program (Center City, Minne¬ 
sota: Hazelden, 1974), p. 13. 
^Kenneth R. MacNulty, Occupational Substance Abuse Programming in the 
Federal Civilian Sector: Planning an Improved Response to the Needs and the 
Mandate. Research Report for the National Drug Abuse Center under the National 
Institute on Drug Abuse, 1977, p. 36. 
^(Booz, Allen, and Hamilton) A Seminar on Marketing the Occupational 
Alcoholism Program. Report for the National Institute on Alcohol Abuse and 
Alcoholism (Springfield, Virginia: National Technical Information Service, 
1975), App. A (7). 
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The elements necessary for an effective employee alcohol treatment 
program has been an area of divergent discussion since the inception of the 
treatment avenue. The majority of the recommendations and policy statements 
on the ingredients of these programs revolve around the three activities 
necessary to resolve any human problem: Identification, treatment, and 
12 .... 
follow-up. The following discussion will focus on what elements various 
authorities in the field recommend, and how they should be integrated 
into an employee alcohol treatment program. 
Robert Raleigh delineates four basic fundamentals as essential to 
an effective industrial alcohol treatment program: 1) knowledgable medical 
and personnel departments in the areas of diagnosis and treatment of alco¬ 
holism; 2) the education of management and supervision in the area of 
alcoholism by the medical-personnel departments and the assistance of 
outside resources, i.e. NCA; 3) an affiliation with an active and available 
Alcoholics Anonymous group; and 4) the proximity of a public or private 
13 
alcohol clinic with trained professional staff. Within this framework 
is the underlying assumption that the alcoholic employee is a valuable 
asset to the company and is a sick individual in the need of treatment. 
Wrich describes the essential ingredients of a successful employee assis¬ 
tance program as: 
James T. Wrich, The Employee Assistance Program (Center City, Minne 
sota: Hazelden, 1974), p. 16. 
13 
Robert L. Raleigh, "Alcoholism in Industry," in Alcoholism, ed. 
Ronald J. Catanzaro (Springfield, Illinois: Charles C. Thomas, 1968), p. 394 
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"1. A supervisor who has definite work performance standards; 
is capable of recognizing a job performance problem; is able 
and willing to record unsatisfactory work performance and call 
it to the employee's attention. 
2. An organized plant and labor representative who through 
philosophy and orientation is known to have the employee's best 
interests foremost in mind. 
3. A professionally competent diagnostic component to which 
troubled employees can be referred and which is capable of 
diagnosing a variety of problems as to cause, evaluating them, 
and referring the troubled person to the proper modality of 
care. 
4. A continuum of care capable of dealing with troubled persons 
of all descriptions, about half of whom would be alcohol abusers. 
5. System of records capable of measuring various definitions 
f „ 14 of success. 
NIAAA lists the following traits as common to those programs which 
have attained the greatest success: 
"Top management is enthusiastic about the program, and this is 
well known in the company. 
The firm's policy on alcoholism and behavior problems is well- 
publicized among all employees, and a policy statement makes it 
clear that an employee's private life, including his drinking 
habits, is of no concern to the employer unless unsatisfactory 
^James T. Wrich, The Employee Assistance Program (Center City, Minne¬ 
sota: Hazelden, 1974), p. 16. 
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work performance results. 
Every employee's freedom to reject counseling is assured, along 
with complete confidentiality in all counseling. 
The supervisors are well instructed in the procedures to be used, 
and training is reinforced periodically. 
All labor unions representing employees are involved in the 
program from the start. 
An analysis by Trice, Beyer, and Hunt of 33 company statements of 
alcohol treatment policy in addition to other publications revealed the 
emergence of the following themes: 
"1. Problem drinking and alcoholism constitute a treatable health 
problem rather than a moral weakness; 2. impaired job performance 
and much human suffering result from this health problem; 3. to 
reduce these, management should confront the employee with his 
poor performance and offer him constructive organizational support 
for treatment and rehabilitation; 4. if performance remains im¬ 
paired, disciplinary measures should be introduced to precipitate 
a crisis in the employee's life; 5. these intervention strategies 
have the full support of unions and management; 6. close working 
relationships with community agencies must be developed to carry 
out the policy intent; 7. other types of employee problems that 
16 
emerge should be ranged in much the same way." 
^"Occupational Alcoholism Programs Today: Progress and Promise," 
Alcohol Health and Research World (Fall 1973), p. 3. 
16 
Harrison M. Trice, Janice M. Beyer, and Richard E. Hunt, "Evaluating 
Implementation of a Job-Based Alcoholism Policy," Journal of Studies on 
Alcohol 39 (March 1978): 450. 
-7- 
Smart lists the following principles as involved in the majority of 
employee alcohol treatment programs: "1) the acceptance of alcoholism as 
an illness and, consequently, individual attention for each case; 2) the 
involvement of the supervisor in the early recognition of the problem; 
3) the expectation of possible recurrent drinking during rehabilitation; 
and 4) the use of constructive coercion."^ 
A seminar of marketing consultants on occupational alcohol programs 
outlined four factors on which most programs rely: 
"Early identification and confrontation 
Willingness to enter treatment 
Referral sources for treatment 
18 
Union inducement and participation in organized companies." 
Follman (1976) provides an expanded list of what he terms the 
essential "indispensable ingredients of soundly conceived alcoholism 
programs": 
"The full and active support of top management 
The formal establishment of a written company policy on alcoholism. 
The applicability of the program to employees at all levels, 
including executives 
Trained supervisory personnel and shop stewards functioning under 
written guidance 
Advice with respect to the available treatment modalities 
Reginald C. Smart, "Employed Alcoholics Treated Voluntarily and 
Under Constructive Coercion," Quarterly Journal of Studies on Alcohol 35 
(March, 1974): 196. 
18 
(Booz, Allen, and Hamilton), A Seminar on Marketing the Occupational 
Alcoholism Program, Report for Nat'l. Institute on Alcohol Abuse and Alcoholism 
(Springfield, Va. : National Technical Information Service, 1975), p. 129. 
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Continuing communication with all employees 
Full and equal participating support by unions where these are 
involved 
Insurance protection against the cost of treatment and for time 
lost while undergoing treatment 
Confidentiality of all records 
A clear understanding that if work performance does not improve 
or if treatment is not accepted or followed, the job could be 
in jeopardy 
19 
Continuing re-evaluation of the program.” 
The Georgia Department of Human Resources, Alcoholism and Drug Abuse 
Section, recommends that companies in establishing treatment programs for¬ 
mulate a written policy of their program's intent to assist employees in 
helping themselves, educate key personnel in the recognition of the early 
warning signs of a problem, provide a formal treatment mechanism, and 
. . 20 
disseminate the program information to their employees and families. 
The integration of the elements of identification, treatment and 
followup into the schema of employee alcohol treatment varies widely from 
program to program. A majority of the existing programs utilize a method 
Joseph F. Follman, Jr., Alcoholics and Business (New York: 
Amacom, 1976), p. 129. 
20 
Georgia Department of Human Resources, Alcoholism and Drug Abuse 
Section, "What You Don't Know Can Hurt," Government pamphlet, 1978. 
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of identification whereby the employee is identified by his supervisor as 
... . 21 .... 
exhibiting poor job performance. The identification process is, in essence, 
a confrontation of the employee's work performance by his supervisor. 
Two types of confrontation are prevalent in the identification process 
of existing programs: constructive coercion and constructive confrontation. 
Constructive coercion involves an employee being placed on probation and 
threatened with termination should drinking interfere with his job perfor- 
22 
mance m the future. The employee is offered treatment and job security 
to assist his motivation. Constructive confrontation is a method of con¬ 
fronting the employee with poor job performance and a manner of rectifying 
it. Should further confrontation be necessary, a crisis is precipitated 
whereby the employee must choose between referral to a treatment program 
23 . . 
or risk termination. Trice and Roman point out that this strategy is 
labeled 'constructive' "because such a confrontation serves the long range 
,24 
interests of the employee, his union and the employer." 
Heyman notes the shortcomings of constructive coercion as its anta¬ 
gonizing specific groups to whom it implied a negative connotation and 
and its automatic labeling of the individual as deviant within the 
21 
(Booz, Allen, and Hamilton) A Seminar of Marketing the Occupational 
Alcoholism Program, Report for the National Institute on Alcohol Abuse and 
Alcoholism (Springfield, Virginia: National Technical Information Service, 
1975), App. A. (3). 
22 
Reginald C. Smart, "Employed Alcoholics Treated Voluntarily and Under 
Constructive Coercion," Quarterly Journal of Studies on Alcohol 35(March,1974): 196. 
23 
Harrison M. Trice and Paul M. Roman, Spirits and Demons at Work (Ithaca, 
New York: Cornell University Press, 1972, Reprint ed. 1978), p. 172. 
24 
Ibid., p. 173. 
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25 
confrontive process. Smart points out one of the valuable aspects of 
constructive coercion as its provision of early crisis intervention or 
referral for treatment when the chances for successful rehabilitation 
26 
are optimal. Smart further states that in a study comparing success 
rates of coerced and voluntary patients in alcohol treatment, the 'con¬ 
structively coerced' patients did not improve more than the voluntary 
27 ... 
employed patients. These results would seem to bring into question 
the effectiveness of the coercive element of confrontation. In accor¬ 
dance with this, Heyman states that coercion with alcoholics in the 
early stages may be premature and that instead, a family oriented approach 
. .. • 28 
may be more effective. 
Trice and Roman recommend constructive confrontation as an identi¬ 
fication-motivation methodology in that it "activates and uses social 
controls within the system rather than assigning the drinker to a deviant 
29 
role that removes him from the system." 
25 
Margaret M. Heyman, "Referral to Alcoholism Programs in Industry," 
Journal of Studies on Alcohol 37 (July 1976): 900. 
26 
Reginald C. Smart, "Employed Alcoholics Treated Voluntarily and 
Under Constructive Coercion," Quarterly Journal of Studies on Alcohol 35 
(March, 1974): 208. 
27Ibid., p. 206. 
28 
Margaret M. Heyman, "Referral to Alcoholism Problems in Industry," 
Journal of Studies on Alcohol 37 (July, 1976): 907. 
29 
Harrison M. Trice and Paul M. Roman, Spirits and Demons at Work 
(Ithaca, New York: Cornell University Press, 1972, Reprint ed. 1978), p. 172. 
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Heyman refers to this non-labeling aspect as a more positive and structured 
30 
strategy in which the interests of all involved are served. 
Within the framework of constructive confrontation, the employee would 
be provided up to 3 confrontations on his job performance, at which time, if 
there were no visible improvement, the employee would be confronted by a 
supervisor and an occupational nurse on the possibility of alcohol as a 
31 . ... 
problem and availed of treatment. Should job performance remain impaired, 
a crisis would be precipitated in the employee's life by the threat of 
32 . . . ... 
disciplinary action and possible termination. This crisis precipitation 
is a crucial part of constructive confrontation in that it sets into motion 
a breakdown of the employee's denial and manipulation system by threatening 
his job security and through this, impacts the employee in a manner familial 
pleading, cajoling, and even confrontation cannot achieve. 
Trice and Roman stress that certain conditions may exist where con¬ 
structive confrontation will fail to achieve the desired result. Among 
these conditions are: employees who view their drinking behavior as more 
rewarding than job security, those with little investment or commitment 
in their position, and those who are thoroughly into their deviant role 
30 
Margaret M. Heyman, "Referral to Alcoholism Programs 
Journal of Studies on Alcohol 37 (July 1976): 901. 
in Industry," 
Harrison M. Trice and Paul M. Roman, Spirits and Demons at Work 




The role of the supervisor as monitor and confronter of an employee's 
job performance has remained relatively unchallenged in the literature. 
NIAAA notes that this role is a duty "proper to the position and one in 
34 
which the supervisor is comfortable." Trice and Roman state that the 
supervisors' role sanctions certain expectations of employee job perfor- 
. . ... 35 
mance and places him in a unique position for monitoring this performance. 
However, with the recent emphasis on union participation in program develop¬ 
ment and maintenance, the union steward has often assumed the function of 
confronting the employee with impaired job performance. The reasoning 
behind this is that the employee is more inclined to "accept the judgment 
and recommendations" of the union steward due to his role function as pro- 
36 
tector and advocate of employee rights. 
Harrison M. Trice and Paul M. Roman, Spirits and Demons at Work 
(Ithaca, New York: Cornell University Press, 1972, reprint ed. 1978), p. 193. 
34 ... 
U.S. Department of Health, Education and Welfare, National Institute 
on Alcohol Abuse and Alcoholism. Occupational Alcoholism, Some Problems and 
Some Solutions (HSM 73-9060, 1973), p. 7. 
35 . . . 
Harrison M. Trice and Paul M. Roman, Spirits and Demons at Work 
(Ithica, New York: Cornell University Press, 1972, reprint ed. 1978), p. 153. 
36 
James T. Wrich, The Employee Assistance Program (Center City, Minne¬ 
sota: Hazelden, 1974), p. 71. 
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In the previous review of the fundamental elements in an employee 
alcohol treatment program, the majority of these schemas placed the key 
to the program's success in the supervisor's hand, due to his role in the 
identification process. Trice and Roman have outlined several barriers to 
the supervisor's performance of this function which apparently provide 
the traditional supervisor with a feeling of independence as a secondary 
gain. These barriers include an opportunity to enhance the supervisory 
role which has been increasingly curtailed in the industrial structure, 
"a reluctance to communicate across organizational lines, and a self- 
reliance consistent with the cultural value of autonomy and personal will 
37 
power." In addition to these barriers, the supervisor's implicit diag¬ 
nosis of the employee's problem, as well as his perception of the effective¬ 
ness and value of the treatment resource, could function as an obstacle 
to the performance of his role in the program. 
The type and degree of training supervisors receive in the perfor¬ 
mance of the programmatic role function varies greatly. Most of the 
literature was nonspecific in describing the supervisor's training, other 
than stressing the importance of his awareness of the program's existence. 
Wrich states the training should be appropriate to the supervisor's role 
38 
within his managemental function. Follman expands the concept of super¬ 
visory training to include: "indoctrination into the purpose of the program, 
a background into the nature of alcoholism and its relationship to places 
37 
Harrison M. Trice and Paul M. Roman, Spirits and Demons at Work 
(Ithaca, New York: Cornell University Press, 1972 reprint ed. 1978), p. 163. 
38 
James T. Wrich, The Employee Assistance Program (Center City, Minne¬ 
sota: Hazelden, 1974), p. 11. 
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39 
of employment and guidance in identifying the problem drinker." Within 
this framework would be included an education of the characteristic signs 
of deteriorating job performance; absenteeism; poor judgment and produc¬ 
tivity; and inter-employee friction. Trice and Roman, in discussing a 
study measuring attitudinal changes involved in supervisory training, 
list the significant changes as: increased knowledge of problem employees, 
lower tolerance for deviant behavior and a greater willingness to confront 
40 
and refer these employees to the appropriate agency. 
Once the employee has been confronted with his poor job performance, 
the next programmatic step is diagnosis and referral. NIAAA states that 
the location of this service in the management structure, personnel or 
medical, is not particularly relevant, although "successful contemporary 
41 
programs are personnel-management oriented." Wrich recommends this 
function be carried out by a "motivational interviewer" who has been ade¬ 
quately trained to make a preliminary diagnosis of the work performance 
42 
problem and a referral to an appropriate resource. The location of the 
'motivational interviewer' would perferably be outside the company in a 
39 
Joseph F. Follman, Jr., Alcoholics and Business (New York: Amacon, 
1976), p. 131. 
40 ’ . . 
Harrison M. Trice and Paul M. Roman, Spirits and Demons at Work 
(Ithaca, New York: Cornell University Press, 1972 reprint ed 1978), p. 189. 
41 ... 
U.S. Dept, of Health, Education & Welfare, Nat 1. Institute on Alcohol 
Abuse and Alcoholism. Occupational Alcoholism, Some Problems and Some Solutions 
(HSM 73-9060, 1973), p. 8. 
42 . 
James T. Wrich, The Employee Assistance Program (Center City, Minne¬ 
sota: Hazelden, 1974), p. 21. 
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neutral setting, but not necessarily in a "public care giving agency," due 
43 
to the connotations of receiving their services. Wrich describes this 
function as the key to the program's success as the "motivational inter¬ 
viewer" is the first person to communicate with the employee regarding 
44 
the nature of his performance difficulties. The role of a "motivational 
interviewer" would apparently require a person with good communication 
skills whose diagnoses are soundly based in didactic and experiential 
knowledge. The role would also require at minimum a perfunctory knowledge 
of available community resources and of their commitment to the treatment 
process. In existing programs, this role is being staffed with psychiatric 
social workers, rehabilitated alcoholics, retired union officials and 
, . . . 45 
personnel administration persons. 
Many programs utilize an inhouse medical department in the diagnosis- 
referred function whereby the diagnosis is based on a thorough medical work¬ 
up. Trice and Roman criticize the medical department referral by noting 
the effect of "officially" being labeled sick may lead an individual to 
46 
orienting his behavior in accordance with the label. In such cases 
where the employee was not compelled to remain in a treatment regimen 
with a high probability of success, the label of sickness may serve as 
reinforcement for continuing the deviant behavior. 47 
43 
James T. Wrich, The Employee Assistance Program (Center City, Minne¬ 




Ibid., p. 22. 
46, 
Harrison M. Trice and Paul M. Roman, Spirits and Demons at Work (Ithaca, 




Follman cites a survey revealing 30% of the corporations contacted 
utilize their medical departments for the diagnostic-referral component, 
48 
while 70% delegate this function to their personnel department. Wrich 
describes a consortium approach that numerous companies have adopted in 
49 
fulfilling the diagnostic-referral component of their programs. The con¬ 
sortium involves one private "motivational interviewer" agency which enters 
into contractual agreements with a set number of companies on a fee for 
service or pro rata approach^ This approach would seem to better serve 
the interests of client confidentiality in that it is located in a neutral 
setting outside the company. 
A discussion of the diagnostic-referral process must include the 
concept of self-referral. While experience has shown a crisis must usually 
be precipitated prior to the alcoholic's seeking treatment, the number of 
self-referrals is still considered the benchmark of a successful program. 
Wrich outlines 5 factors necessary in a program to create an environment 
conducive to self-referral: 1) absolute confidentiality; 2) utilization 
of a diagnostic-referral service without fee; 3) a non-labeled referral 
source; 4) a less intense approach with the self-referral unless job 




Joseph F. Follmann, Jr., Alcoholics and Business (New York: Amacom, 
1976), p. 132. 
49 . ... 
James T. Wrich, The Employee Assistance Program (Center City, Minne¬ 
sota: Hazelden, 1974), p. 61. 
50 
Ibid., p. 62. 
51 
Ibid., p. 32. 
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Heyman refers to the concept of the self-referral as a "muddied one" 
and cites the absence of a significant relationship between self-referral 
. . 52 
and continuance in treatment within general casework literature. 
A mechanism which can short-circuit the self referral is the 
practice of labeling a program as Troubled Employee or Employee Assistance 
and in actuality maintaining an alcohol treatment program. The reality of 
the program filters down to the employees who avoid the inherent stigma 
of self-referral and to the supervisors who engage in a "witch Hunt" in accor- 
53 
dance with the program's objectives. 
The treatment resources utilized by employee alcohol treatment programs 
vary significantly and appear to be a function of program orientation and 
available community resources. NIAAA reports that one of the major factors 
consistent with successful programs is the "nature of the treatment resources 
available to the identified employees with problems and the smoothness of 
54 
the referral linkage." Wrich posits the range of services available in 
a given community determines the breadth of the program functions which 
would seem to severely handicap the small town employee treatment program 
55 
52 
Margaret M. Heyman, "Referral to Alcoholism Programs in Industry," 
Journal of Studies on Alcohol 37 (July 1976): 904. 
53 
Harrison M. Trice and Paul M. Roman, Spirits and Demons at Work (Ithaca, 
New York: Cornell University Press, 1972, reprint ed., 1978), p. 186. 
"^U.S. Dept, of Health, Education & Welfare, Nat'l. Institute on Alcohol 
Abuse and Alcoholism, Occupational Alcoholism, Some Problems and Some Solutions 
(HSM 73-9060, 1973), p. 10. 
^^James T. Wrich, The Employee Assistance Program (Center City, Minne¬ 
sota: Hazelden, 1974), p. 53. 
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In a 1973 publication, NIAAA observed that the majority of community resources 
were primarily oriented to the needs of the "visible, chronic alcoholics and 
public inebriate population" or based in institutions which extinguish the 
56 
motivation the treatment programs are designed to inspire. 
In discussing community based referrals, Wrich points out that it is 
not enough to know where the services are located, but the specific popula¬ 
tion they are designed to service, and how well they service their target 
population, as this will reflect, positively or negatively, upon the 
company program and the company as well.5^ 
In evaluating alcohol treatment centers and the methods used, Costello 
reported : 
"Those clients who had a good premorbid, marital, occupational, and 
social histories benefited most, especially when an opportunity for choice 
of treatment was offered, yet opportunity for choice of treatment contribu¬ 
ted to success with the high-risk poor prognosis cases. This latter pheno¬ 
menon suggests the probability that if an alcoholic client is allowed to 
choose among treatment alternatives, he might feel as if he were in control 
of his own treatment and less likely to feel victimized by more powerful 
others imposing a treatment and treatment goals upon him. If this were so, 
he might be more motivated to do well and less likely to sabotage treatment 
efforts."58 
56 
U.S. Department of Health, Education and Welfare, National Institute on 
Alcohol Abuse and Alcoholism, Occupational Alcoholism, Some Problems and Some 
Solutions (HSM 73-9060, 1973), p. 10. 
5^James T. Wrich, The Employee Assistance Program (Center City, Minne¬ 
sota: Hazelden, 1974), pp. 52-53. 
58 
Raymond Costello, "Alcoholism Treatment and Evaluation: In Search of 
Methods," International Journal of the Addictions 10, No. 2 (1975): 270. 
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Par tial support for Costello's views came from the Secretary of HEW 
in his 1974 report to Congress which stated "No one treatment modality can 
be successful with all persons who exhibit drinking problems. Because 
individual problems, needs, and resources vary greatly, a variety of 
treatment strategies should be available in each community and they should 
59 
be utilized discriminately by treatment personnel." 
The majority of the literature on company-sponsored employee alcohol 
programs designates the community agency referral as the treatment phase, 
with little specification as to the predominant treatment modalities 
utilized. Follman, in reporting on a 1974 survey of employee alcohol 
treatment programs, noted use of community treatment resources by 21%, 
use of company medical department resources by 23%, with individual 
60 
counseling the primary interventive strategy in 40% of the programs. 
Trice and Roman point to an Alcoholics Anonymous affiliation as the 
most effective mode of treatment for deviant drinkers and one which allows 
61 
for job continuity. NIAAA refers to Alcoholics Anonymous as one of the 
most available and successful resources in the country, especially in view 
of its value as a long term supportive therapy. Its shortcomings are listed 
as its lack of early medical and social services and the unsuitability of 
6 2 
its methods for all who require alcohol treatment. 
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1976), p. 63. 
Joseph F. Follman, Jr., Alcoholics and Business (New York: Amacom, 
^Ibid . , pp . 133-34. 
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Harrison M. Trice and Paul M. Roman, Spirits and Demons at Work (Ithaca, 
New York: Cornell University Press, 1972, reprint ed., 1978), p. 227. 
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U.S. Dept, of Health, Education & Welfare, Nat'1. Inst, on Alcohol Abuse 
and Alcoholism. Occupational Alcoholism, Some Problems and Some Solutions (HSM 
73-9060, 1973), p. 11. 
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Alcohol treatment has traditionally included the components of 
hospitalization and detoxification. This type of treatment remains in 
effect in some programs, depending on the severity of the employee's addic¬ 
tion, the type of insurance coverage in effect, and the philosophy of 
alcoholism espoused by the company program. There has been a notable trend 
toward outpatient detoxification and treatment of alcoholics which has the 
beneficial effects of allowing the individual to remain in the employment 
force and within his environmental support system, in addition to its 
cost-effectiveness. 
The type of treatment available in many programs is mandated by 
the insurance coverage in effect, which can result in hospitalization for 
socially-acceptable ailments. This practice appears to be easing, as 14 
states have enacted legislation mandating insurance coverage for alcohol- 
63 
ism in group policies and another 17 states have such legislation pending. 
The followup process in employee alcohol treatment programs is 
usually a function of the diagnostic-referral component whereby this 
person acts as an intermediary between the treatment resource and the 
company. In the role of "motivational interviewer," regular personal 
communication with the client is maintained as well as periodic reports 
to the company regarding the client's progress, while adhering to the rules 
of confidentiality.^ The supervisor's role in the followup process involves 
63 
W. G. Brant, "The Labor Scene," Labor-Management Alcoholism Journal 
5 (March 1976): 27. 
64 . . z . . 
James T. Wnch, The Employee Assistance Program (Center City, Minne¬ 
sota: Hazelden, 1974), p.21. 
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the provision of feedback to the diagnostic-referral component regarding 
employee job performance improvements or problems. In view of the contem¬ 
porary knowledge on addictions, it is conceivable that the followup process 
could continue until the employee's retirement. 
-22- 
Definition of Terms 
Constructive coercion - using the job as leverage; the employee is given 
an alternative of either entering the treatment program or being fired. 
Constructive confrontation - approaching the employee about poor job perfor¬ 
mance and requesting improvement. This may be done several times 
prior to referral to the treatment program. 
Early identification - seeking out alcoholics before the long process of 
the employee's illness has run up costs for both company and the 
employee. 
Referral - employee is informed about a specific individual or community 
resource for treatment. 
Slips - the employee in treatment abuses a substance again and affects 
job performance. 
Re-evaluation - gathering and analyzing data on the employee's job perfor¬ 
mance at any given point in the program. 
Follow-up - monitoring employee's job performance after treatment. 
Job performance - overall productivity and efficiency, including indifference 
to and poor execution of assigned tasks, accepting direction, poor 
memory, faulty judgments, absenteeism and accidents. 
Crisis precipitation - enhancing fear of job loss by confrontation so 
as to maximize employee motivation for better job performance. 
Warning - the employee is confronted about poor job performance and that 
continued poor performance will result in disciplinary action being 
taken. 
Disciplinary action - employer reprimands or terminates employee. 
Treatment person - the person actually counseling the employee. 
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Monitor - the collection and analysis of data on employee behavior and job 
performance progress. 
Rehabilitation - process of successfully returning employee's job performance 
to an acceptable standard via the treatment modality. 
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Methodology 
The researchers selected ten (10) substance abuse facilities from 
the Directory of Regional Hospitals, Mental Health and Substance Abuse 
Facilities, which is distributed by the Department of Human Resources in 
Georgia. The facilities were chosen to represent a geographic cross-seg¬ 
ment of Georgia. The facilities were located in east, west, north, south, 
and central Georgia. The total number of questionnaires mailed out was 
eighty-two (82). They were sent to LaGrange (7), Dublin (7), Dalton (5), 
Albany (8), Augusta (10), Athens (10), Atlanta (10), Americus (5), Austell 
(10), and Savannah (10). The questionnaires were addressed to the director 
of each facility. A cover sheet briefly explained the Employee Alcohol 
Treatment Program and contained instructions for completing the "fact" 
(personal data) questions. It also contained information on completing 
the Employee Alcoholic Treatment Program questions. There were twelve 
(12) fact questions and thirty-six (36) program questions. The questions 
were constructed to measure the strenght of attitudes of the sample group. 
The responses were a "fixed-alternative" design. For example, the responses 
could be "yes," "no," "strongly agree" and multiple choice. The questions 
were ordered to follow, as closely as possible, the program sequence itself. 
A stamped, self-addressed envelope was enclosed for the directors to return 
the questionnaire. Four weeks later, followup phone calls were made to those 
directors who had not returned any questionnaires. The status of the forms 
was discussed and they were informed that there was a two week cut-off period 
for the return of the questionnaires. The researchers did not assist the 
sample group in completing the questionnaires. There was no in-person contact 
between the researchers and the sample group. The data was analyzed by the 
researchers without the aid of mechanical instruments. 
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Pretest 
Four adults were tested in personal interviews. Two considered them¬ 
selves fast readers. Completion time was averaged to eighteen minutes. 
This average completion time was included in the cover sheet to the 
director. The pretest was used to assess clarity, bias in selection of 
words, comprehension, technical defects, and blind spots which may have 
occured due to personal values. The pretest respondents were not alcoholics. 
Sample 
The population studied was twenty alcoholics who were in treatment 
in substance abuse facilities in Georgia. The sample population was not 
matched on any level such as age, sex, occupation, or any cross-cultural 
dimension. The only criteria was that the subjects be alcoholics in 
treatment. Hence, the sample population represented different ages, 
sexes, and lifestyles. 
Data Collection 
The responses were returned by mail to the researchers by the 
directors of the treatment facilities in a self-addressed, stamped envelope 
which was provided to them. Out of eighty-two (82) questionnaires, twenty 
(20) were completed and returned. Several phone contacts were made to 
the directors who had not returned the questionnaires by the fourth 
week. The researchers requested they be returned in two weeks. No 
further attempts were made to secure the remaining questionnaires. No 
attempt was made to interpret their reasons for non-participation. All 
of the returned questionnaires were fully completed. 
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Data Analysis 
The responses were analyzed and computed by the researchers without 
the aid of mechanical instruments. Upon receiving the questionnaires, the 
researchers entered the responses onto tables designed to receive the 
data. The tables were computed in April of 1979. 
Limitations 
This research had several limitations. Time was a limitation: the 
researchers had only five months to design and complete the study. Man¬ 
power was limited to two persons. The absence of financial resources 
limited the scope and size of the study. The subject matter, which may 
have been threatening to alcoholics, in terms of confidentiality, could 
have affected responses. Since the evaluations were administered by the 
directors of the substance abuse facilities, the researchers had little 
control over the following variables: 
a) situational factors - variability in testing rooms, presence of 
others during testing; 
b) variations of questionnaire presentation — what was said about 
the study to the respondents and how it was said; 
c) sampling differences - the number of possible answers were limited 
to six, and the reasons for giving specific answers were not asked 
d) transient personal factors - this includes the health and alcohol 
cycle of the respondents; 
e) time of testing; 
f) pretest - pretest respondents were not alcoholics. 
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Delimitations 
There were several delimitations in this study. Of the eighty-two 
(82) evaluations, only twenty (20) were completed and returned. This 
represents a relatively small base upon which to generalize about the 
alcoholic population. Therefore, future studies in this area should be 
designed around a much larger sample. 
Another delimitation was that a significant number of alcoholics 
evaluated did not have experience in an employee alcohol treatment pro¬ 
gram. The researchers assume that evaluations from a sample group with 
"hands-on" experience would have provided more relevant responses. Also, 
unions, management, and insurance companies were not evaluated. 
The study did not investigate cross-cultural differences, nor 
socio-economic levels. The study was limited to alcoholics in treatment 
at substance abuse facilities in Georgia. 
Analysis of Data 
Sample Profile 
Seventy-five percent (75%) of the Ss were in the 20-40 year age range 
and were evenly distributed on the major marital status scales. Sixty-five 
percent (65%) of the Ss has incomes between $5,000 and $10,900 annually. The 
majority of the subjects had high school educations. The racial denomination 
of the Ss were Caucasian and Black, 65% and 35% respectively. 
Seventy-five percent (75%) of the Ss were non-union employees with 
80% having been employed at their present job between 1-8 years. Eighty- 
five percent (85%) of the Ss were employed at companies without employee 
alcohol treatment programs. Forty percent (40%) of the Ss had had previous 
alcohol treatment at a community mental health center. The major sources of 
referral to treatment were the courts and self, 45% and 30% respectively. 
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Questionnaire Analysis 
The Ss indicated that both employees and management should be equally 
involved in the design of an employee alcohol treatment program. Seventy- 
six percent (76%) of the Ss oriented the aim of the treatment program as 
identifying employees with alcohol problems, rather than poor job perfor¬ 
mance. Fifty-seven percent (57%) indicated the target of identification 
should be for early detection as well as the chronic user of alcohol. 
On the Likert Scale 55% agreed that the program should aim at 
helping employees with poor job performance and not just the problem 
drinkers, while 70% agreed that the treatment program should apply to 
all levels within the company. 
Forty-two percent (42%) of the Ss selected company memo and special 
brochures as the means of disseminating the company program information 
to the employees. 
Forty-eight percent (48%) of the Ss indicated that the supervisor 
should confront the employee, while 39% chose the plant physician for this 
role. The majority of the Ss agreed that the person confronting the emplo¬ 
yee should have specialized training and education in the field of alcoholism. 
The majority of the Ss (50%)indicated that an employee should be allotted 
2-4 warnings prior to referral to treatment and should be able to refuse 
treatment 2-3 times prior to disciplinary action procedures. The Ss were 
split over the employee's right to refuse treatment, which conflicted with 
the above responses. Eighty-five percent (85%) of the Ss agreed that an 
employee requesting treatment should have the assurance that his job 
security and status will not be jeopardized. 
The major goals of treatment of the Ss were defined as abstinence 
(34%), improved employee self-imagej and functioning level (24%), insight 
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into drinking behavior (18%), and better job performance (16%). The majority 
of the Ss (40%) indicated group counseling at an average of 1-3 sessions 
weekly, one hour per session, as the preferred treatment. Sixty percent 
(60%) of the Ss indicated treatment should be after work hours and 70% 
selected treatment on an ongoing basis. 
Sixty-five percent (65%) of the Ss indicated the employee should be 
referred for treatment to a community outpatient clinic. The Ss indicated 
that most effective treatment would be given by a social worker (18%), 
rehabilitated alcoholic (21%), or a physician (21%). The treatment choice 
of A.A. received the lowest response (2%) from the sample. It was unani¬ 
mous (100%) that the gender of the treatment person and the employee were 
not of significance to the treatment process, according to the sample. 
The majority (50%) of the Ss indicated that an employee in treat¬ 
ment should be allowed 2 slips prior to disciplinary action being taken. 
Sixty-five percent (65%) of the Ss indicated that once an employee was 
involved in treatment, his supervisor could expect to see an improvement 
in job performance within 1-3 months. 
The Ss selected the treatment person (48%) and the employee (44%) 
as responsible for achieving the treatment goals and also selected the 
treatment person (48%) and the employee (45%) to decide when the treat¬ 
ment goals had been achieved. The majority of the Ss indicated the 
treatment person should monitor the employee's progress during the treat¬ 
ment and the follow-up process. The follow-up process was defined as 
six months by 60% of the Ss. 
The person selected by the Ss to monitor the process of identifi¬ 
cation, referral, treatment, and follow-up was the alcohol treatment 
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coordinator (48%) and/or the supervisor (35%). Ss responses to whether 
the treatment person should exchange information regarding the employee's 
progress with the employee's supervisor resulted in a normal distribution 
on the Likert Scale with 35% selecting the neutral response. Forty-eight 
percent (48%) of the Ss indicated that the employer or the employer's 
insurance should pay for the cost of treatment, while 22% stated the 
employee's insurance should be responsible. 
Ss responses as to what the success of an Alcohol Treatment Program 
should be based upon were divided among the following: number of rehabili¬ 
tations (28%), reduction in number of employees fired (22%), number of 
employees in treatment (20%), amount of money company saved (17%), and 
the number of self referrals (13%). The Ss responses as to whether or not 
an alcoholic or troubled employee wants help resulted in a negatively skewed 
distribution on the Likert scale. Seventy-five percent (75%) of the Ss 
agreed that once an alcoholic, always an alcoholic. Eighty-five percent 
(85%) of the Ss indicated that films, pamphlets, and advertisements on 
the potential danger of alcoholism were helpful in combating alcoholism. 
Findings and Summary 
From the analysis of the data, it would appear that employees believe 
they should have equal input with management in the design of an employee 
alcohol treatment program. The minor role assigned to the union within 
the design of such a program appears more a function of the lack of union 
representativeness in the sample (5%) rather than a programmatic statement. 
A review of the literature indicates a trend toward an interfacing 
of the union and management in the development and maintenance of Employee 
Alcohol Treatment Programs. This would still appear to negate the employee's 
input as three-fourths of the labor force is non-unionized, coupled with 
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the issue of whether the union represents the interests of the employee 
or those of the union bureaucracy.^ 
Seventy-six percent (76%) of the Ss selected identifying employees 
with alcohol problems as the aim of the Employee Alcohol Treatment Program. 
They (70%) also stated that the programs should be aimed at helping emplo¬ 
yees with poor job performance and not just problem drinking. Although 
this appears to be contradictory, it is interpreted as stating that the 
major emphasis of the program should be to assist employees with alcohol 
problems, but not to the exclusion of other employee job performance 
problems. These recommendations appear to somewhat coincide with the 
current thrust of the troubled employee and/or employee assistance programs. 
The Ss indicated that an employee should have the right to refuse treat¬ 
ment up to 3 times prior to incurring disciplinary action which parallels 
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the steps of constructive confrontation outlined by Trice and Roman. 
The role of the supervisor in confronting the employee was substan¬ 
tiated by approximately 50% of the Ss. This appears to be in accordance 
with the literature on the confrontative process, but in this case, these 
results could be a function of the absence of other relevant response choices, 
i.e., social worker and alcohol treatment coordinator. The literature 
designates the treatment resource as responsible for providing feedback to 
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ed. by Carl J. Schramm, in Journal of Studies on Alcohol, 39 March 1978, 947-948 
^Harrison M. Trice and Paul M. Roman, Spirits and Demons at Work (Ithaca 
New York: Cornell University Press, 1972 reprint ed., 1978), p. 172. 
-32- 
management, namely the supervisor, regarding the employee's progress. However, 
the data on these Ss demonstrated an ambivalence towards this information 
exchange in that the responses lacked any significant positive or negative 
attitudinal direction. In contrast to this, a substantial number of respon¬ 
ses indicated that the supervisor should monitor the total process of identi¬ 
fication, referral, treatment, and followup. This apparent contradiction 
could be due to the exclusion of the other response choices from the ques¬ 
tion, i.e., social worker and physician. The Ss were unanimous in their 
decision to exclude the supervisor from the process of deciding when the 
treatment goals had been achieved. This would seem to be significant in 
evaluating the role of the supervisor in the followup process. 
The Ss selected the treatment person as responsible for monitoring 
the employee's progress in treatment and designated the treatment person 
as one of the following: social worker, rehabilitated alcoholic, or physi¬ 
cian. The Ss also designated the treatment person and the employer as 
responsible for achieving the goals of treatment and for deciding whether 
these goals had been achieved. The low rankings of the physician, psychia¬ 
trist, and psychologist as treatment persons appears to conflict with the 
rankings of these treatment personnel in the literature, but this may be 
a reflection of the stigma of labeling associated with these professions. 
These rankings still outweigh that of A.A. which has been termed the most 
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effective modality of alcohol treatment by Trice and Roman. However, 
the Ss selected group counseling as the preferred treatment modality, and 
this, coupled with their preference for community outpatient clinics, would 
H&rrison.M Trice and Paul M. Roman, Spirits and Demons at Work (Ithaca, 
New York: Cornell University Press, 1972, reprint ed. 1978), p. 227. 
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suggest the effectiveness of these elements of the A. A. process. This may 
indicate the Ss1 feelings that A.A. membership is stigmatizing and/or in¬ 
effective . 
This research data has clearly demonstrated that the alcoholic 
employee has his own expectations on how an effective Employee Alcohol 
Treatment Program should be designed. These expectations contradict many 
elements of existing program designs. The research has supported our 
contention that the alcoholic employee (the client) is an important re¬ 
source person who can contribute in a realistic and productive manner to 
improve present and future program effectiveness. 
Recommendations 
Further research should be undertaken to explore the clients' atti¬ 
tudes and recommendations on program design. These areas include the role 
of the supervisor, treatment modality, treatment person, program monitoring, 
client progress information exchange, and confidentiality. 
Future research in this area should utilize larger subject popula¬ 
tions and address the implications of the following population variables 
for program design: male, female, union, non-union, skilled and unskilled 
labor, age, education, race, and income level. 
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ATLANTA LXIVKRSITY 
SCH(X>I. ( 'I son \|. WORK 
> 
We are currently involved in researching employee alcohol treatment programs. 
We are interested in helping the employed alcoholic by soliciting his view 
on the development of the employee alcohol treatment program. As you may be 
aware, existing employee alcohol treatment programs have been designed by 
management, unions, consultants and government, to the exclusion of input 
from employed alcoholics. The efficiency of these programs are at risk when 
they fail to get input from the client they are designed to service. It is 
our intent to research the knowledge and experiences of this population in 
designing a more humanistic and effective program. 
We are requesting your cooperation and support in this vital research via the 
circulation of the enclosed questionnaire to your alcoholic clients for their 
completion. The questionnaires are to be individually completed and will 
require approximately 15 minutes. All responses will be confidential. 
For your convenience, we have enclosed a self-addressed stamped envelope for 
the return of the questionnaires. 
We sincerely appreciate your cooperation in this matter and welcome your 





Existing employee alcohol treatment programs have been developed by upper management 
and government personnel. 
The effectiveness of these programs vary with their processes of confrontation, referral, 
diagnosis and treatment. The purpose of this questionnaire is to research the knowledge 
and experiences of those most familiar with the journey of the alcoholic employee and the 
treatment process. Your contributions will hopefully enable the development of a more 
humanistic and effective employee alcohol treatment program. 
Please circle the letter of the response which best describes your position on the 
following variables. 
Employed Union Member Years employed at Employer has Alcohol Treatment 
A c Yes A. Yes present job Program for employees 
Bo No B. No A. less than 1 year A. Yes 
C. Temporarily B. 1-3 B. No 
laid-off C. 4-7 C. Don't know 










B. Community Mental 
Health Center 
Co Private Clinic 
D. Family physician 
E. General hospital 
F. Other (specify) 
G. Combination of 
above (specify) 
Referred to Alcohol Treatment by: 
A. Self 
B. Family 
C. Community agency 
D. Employer 
E. Family physician 
F. Other(specify)  
Age Marital Status Educational Level 
A. 20-30 A. single A. Elementary 
B. 31-40 B. married B. High School graduate 
C. 41-50 C. separated C. 2 yrs. college or less 
D. 51-60 D. divorced D. College graduate 
E. 61-70 E. widowed E. Graduate school 
F. 71-80 F. Other(specify) 
G. Other (specify) 
Race Income Level Occupation 
A. Caucasian A. 5,000 or less E. 14,000-16,999 A. unskilled labor 
B. Black B. 5,001 -7,999 F. 17,000-19,999 B. skilled labor 
C. Spanish C. 8,000 -10,999 G. 20,000 -more C. clerical 
D. Spanish-American D. 11,000- 13,999 D. management(supervisory) 
E. American-Indian E. professional 
F. Other(specify) F. other (specify) 
;ase circle the letter or tne response wmcn represents your opinions to tne ronowmg 
itements and questions. In a question allowing for more than one response (i.e., combination 
above), please specify the letters representing your opinion in the space provided. 
In designing an employee alcohol treatment program, the following should have input: 
A) management B) employees C) union D) special consultants E) combination of above  
F) other 
The aim of the alcohol treatment program is to identify employees with: 
A) alcohol problems B) poor job performance 
Program should aim at: 
A) early detection B) chronic use C) both a and b 
Alcohol treatment should be applied to employees at all levels: 
A) strongly disagree B) disagree C) neutral D) agree E) strongly agree 
The program should be aimed at helping any employee with poor job performance, not just 
problem drinkers: 
A) strongly disagree B) disagree C) neutral D) agree E) strongly agree 
Employee should be informed about the company alcohol treatment program by: 
A) letter to employee's home B) company memo C) special brochure D) company/employee manual 
E) bulletin board F) periodic company meetings G) films H) supervisor I) combination of 
above  J) all of the above K) other (specify)  
The alcoholic employee should be confronted by: 
A) supervisor B) plant physician C) appointee of special committee D) personnel department 
E) union representative F) combination of  
The person confronting the employee needs special training and education with alcoholism: 
A) strongly disagree B) disagree C) neutral D) agree E) strongly agree 
The person confronting the employee needs: 
A) no training B) some training C) a lot of training 
. Employee should be given  number of warnings before referred to treatment program: 
A) 0 B) 1 C) 2-4 D) 5 or more 
. An employee with an alcohol problem has the right to refuse treatment: 
A) strongly disagree B) disagree C) neutral D) agree E) strongly agree 
. Employees can refuse treatment  times before disciplinary action is taken: 
A) 1 B) 2-3 C) 4-6 D) unlimited E) other  
. Each employee requesting treatment should have the assurance that job security, seniority, 
wage rates, benefits, and promotional opportunities will not be jeopardized by request for 
treatment : 
A) strongly disagree B) disagree C) neutral D) agree E) strongly agree 
. The goal of alcohol treatment is: 
A) controlled drinking B) abstinence (no drinking) C) better job performance D) drink only 
beer E) insight into drinking behavior F) improve employee self-image and functioning level 
G) combination of above  H) other (specify)  
. Employee should be referred for treatment to: 
A) general hospital B) outpatient clinic (community) C) plant physician's office 
D) alcoholism hospital E) plant personnel office F) private treatment clinic (inpatient/out¬ 
patient) G) other (specify)  
. Alcohol treatment is most effective if given by: c 
A) psychiatrist B) social worker C) physician D) rehabilitated alcoholic E) psycholigist 
F) personnel officer G) minister H) combination of above ,  I) other (specify) 
The treatment person and the employee should be of : 
A) the same sex B) the opposite sex C) does not matter 
Treatment should consist of: 
A) group counseling B) individual counseling C) individual and group counseling D) family 
counseling E) employee and spouse counseling 
Treatment would be most effective if available: 
A) once a week B) 2-3 times per week C) 4-7 times per week D) every 2 weeks E) monthly 
F) other (specify)  
Alcohol treatment should involve  hours per session? 
A) 1 B) 2 C) 3 D) 4 or more E) other  
Treatment should be during: 
A) work hours B) after hours C) combination of A and B 
Alcohol treatment should be available on an: 
A) ongoing basis B) time-limited basis 
An employee in treatment should be allowed  "slips" before disciplinary action 
is taken: 
A) 1 B) 2 C) 3-5 D) 6 or more E) other  F) none 
Who should monitor the employee's progress during treatment? 
A) employee B) treatment person C) supervisor D) physician E) alcohol treatment coordinator 
F) union G) all of the above H) other  
Once an employee is involved in treatment, his supervisor can expect to see an improvement 
in the employee's job performance within: 
A) immediately B) 1-2 weeks C) one month D) 2-3 months E) six months F) other  
The responsibility for achieving treatment goals belongs to: 
A) treatment person B) employee C) supervisor D) combination of above (specify)  
E) other (specify)  
Who decided when treatment goals have been achieved? 
A) employee B) treatment person C) supervisor D) all of the above E) combination of 
above (specify)  F) other (specify)  
Once an employee has completed treatment, his progress should be monitored by: 
A) the initial treatment person B) employee supervisor C) personnel department D) union 
E) family member 
The treatment person should exchange information regarding the employee's progress with 
the employee's supervisor: 
A) strongly disagree B) disagree C) neutral D) agree E) strongly agree 
Once an employee has completed treatment, his progress should be monitored every: 
A) week B) two weeks C) month D) six months E) year F) other  
The process of identification, referral,treatment and follow up should be monitored by: 
A) supervisor B) personnel C) union D) ^lcohol and treatment coordinator E) special 
committee including all of the above F) other (specify)  
Who should pay for the cost of alcohol treatment? 
A) employer insurance B) employee insurance C) employer D) employee E) union F) federal 
government G) state government H) federal and state government I) other (specify)  
age -3- 
3. Success of alcohol treatment program should be based on: 
A) reduction in employees fired B) amount of money company saved C) number of rehabilitatior 
t D) number of self referrals to treatment program E) number of employees in treatment 
W F) combination of above  
4. An "alcoholic" or troubled employee wants help. 
A) strongly disagree B) disagree C) neutral D) agree E) strongly agree 
5. "Once an alcoholic, always an alcoholic." 
A) strongly disagree B) disagree C) neutral D) agree E) strongly agree 
6. Films, pamphlets and other advertisements on the potenital dangers of alcohol abuse are 
helpful in the fight against alcoholism. 
A) strongly disagree B) disagree C) neutral D) agree E) strongly agree 
» 
RACE 





AGE % OF MARITAL STATUS INCOME LEVEL (IN THOUS AND S) E DUC ATIONAI LEVEL 
YEARS SS S M SEP DIV WID 0-5.9K 5-7.9K 8-10.9K 11-13.9K 14-16.9K 17-19.9K 20+ 0-8 HS AA BA-BS MS OTHER C B 
20-30 40 25 5 5 5 15 10 5 5 5 5 25 10 25 20 
30-40 35 1 > 5 15 10 20 5 5 15 5 5 5 20 15 
41-50 10 10 5 5 5 5 10 
51-60 10 5 5 5 5 10 5 
61-70 5 5 5 5 5 
71-80 0 
TOTAL 
100 30 25 10 30 5 15 30 35 10 10 30 40 20 5 5 65 35 
Table 2 
Employment and Union 
Status 
UNION 
PLOYMENT STATUS MEMBER NON-MEMBER 
ployed 5 75 
employed 0 20 
Table 3 
Occupational Level and Years Employed (%) 
YEARS EMPLOYED IN PRESENT JOB 
CUPATION 0-1 1-3 4-7 8-10 11-15 16-20 20 or more TOTAL 
skilled labor 5 20 5 
illed labor 20 20 5 
erical 5 
nagement- 




Availability of Alcohol Treatment Program at Place 
of Employment 
RESPONSE % OF RESPONSES 
YES 10 
NO 85 
DON'T KNOW 5 
Table 5 
Previous Alcohol Treatment 
EATMENT PROGRAM % Ss WITH PREVIOUS ALCOHOL TREATMENT 
A. 0 
MMUNITY MENTAL HEALTH CENTER 40 
IVATE CLINIC 5 
MILY PHYSICIAN 5 
NERAL HOSPITAL 0 
MBINATION OF ABOVE 30 
HER (NONE) 20 
Table 6 
Source of Referral to Treatment 
SOURCE % NUMBER OF Ss 
SELF 30 
FAMILY 10 
COMMUNITY AGENCY 5 
EMPLOYER 5 
FAMILY PHYSICIAN 5 
OTHER (COUNTY/COURT) 45 
Table 7 
QUESTION 1: Who should be involved in the design of 
employee alcohol treatment program? 




SPECIAL CONSULTANTS 12 
COMBINATION OF ABOVE 15 
OTHER 
Table 8 
QUESTIONS 2-3: Aim of Employee Alcohol Treatment Program 
RESPONSE % OF RESPONSES 
A. 
B. 
IDENTIFY EMPLOYEES WITH 
IDENTIFY EMPLOYEES WITH 
ALCOHOL PROBLEMS 
POOR JOB PERFORMANCE 
76 
24 
A. AIM AT EARLY DETECTION 29 
B. AIM AT CHRONIC USE 14 
C. AIM AT A+B 57 
Table 9 
QUESTIONS 4-5: Scope of Program 
(PERCENTAGE) 
SD D N A SA 
Alcohol Treatment Should be Applied 
to Employees at All Levels 5 5 0 70 20 
Program Should Aim at Helping Employees 
with Poor Job Performance, Not Just 
Problem Drinkers 
5 25 0 55 15 
Table 10 
QUESTION 6: Dissemination of Program Information 
PROCESS OF INFORMATION % OF RESPONSES 
Letter to Employee's Home 8 
Company Memo 22 
Special Brochure 20 
Company-Employee Manual 16 
Bulletin Board 14 
Periodic Company Meetings 2 
Fi1ms 4 
Supervisor 12 
All of Above 2 
Table 11 
QUESTION 7: Who should confront employee? 
RESPONSE % OF RESPONSES 
A. SUPERVISOR 48 
B. PLANT PHYSICIAN 39 
C. APPOINTEE OF SPECIAL COMMITTEE 9 
D. PERSONNEL DEPARTMENT 0 
E. UNION REPRESENTATIVE 4 
Table 12 
QUESTION 8: The person confronting 
needs special training 
with alcoholism 
PERCENTAGE 
SD D N A SA 
5 0 5 50 40 
the employee 
and education 




A. No training 
of Responses 
5 
B. Some training 30 
C. A lot of training 65 
Table 13 
QUESTION 10: Number of warnings allotted employee 
prior to referral to treatment 




5 or more 10 
Table 14 
QUESTIONS 11-12: Employee's Right to Refuse Treatment 
(Percentage) 
Employee has right to refuse 
SD D N A SA 
treatment 10 40 0 30 20 
Response % 
Number of times treatment can 1 35 







QUESTION 13: Each employee requesting treatment should have 
the assurance that job security, seniority, wage 
rates, benefits, and promotional opportunities 
will not be jeopardized by request for treatment 
PERCENTAGE 
SD D N A SA 
5 10 0 50 35 
Table 16 
QUESTION 14: The goal of treatment is: 
% RESPONSE 
A. CONTROLLED DRINKING 5 
B. ABSTINENCE 34 
C. BETTER JOB PERFORMANCE 16 
D. DRINK ONLY BEER 3 
E. INSIGHT INTO DRINKING BEHAVIOR 18 
F. IMPROVE EMPLOYEE SELF IMAGE AND 
FUNCTIONING VEL 24 
G. THER 0 
(Table 16 continued) 
QUESTION 18: Treatment should consist of: 
% RESPONSE 
A. GROUP COUNSELING 40 
B. INDIVIDUAL COUNSELING 12 
C. INDIVIDUAL AND GROUP COUNSELING 23 
D. FAMILY COUNSELING 17 
E. EMPLOYEE AND SPOUSE COUNSELING 8 
QUESTION 19: Treatment would be most effective if available: 
% RESPONSE 
A. ONCE A WEEK 40 
B. 2-3 TIMES PER WEEK 35 
C. 4-7 TIMES PER WEEK 15 
D. EVERY 2 WEEKS 0 
E. MONTHLY 0 
F. OTHER 10 
(as needed) 
QUESTION 20: Alcohol treatment should involve X hours per 
session: 
/ RESPONSE 
A. 1 75 
B. 2 20 
C. 3  
D. 4 or more 0 
E. Other 5 
QUESTION 21: Treatment should be during: 
% RESPONSE 
A. WORK HOURS 5 
B. AFTER HOURS 60 
C. COMBINATION OF A AND B 35 


























ALCOHOL TREATMENT COORDINATOR 
UNION 




OUTPATIENT CLINIC (COMMUNITY) 
PLANT PHYSICIAN'S OFFICE 
ALCOHOLISM HOSPITAL 
PLANT PERSONNEL OFFICE 
PRIVATE TREATMENT CENTER 
OTHER (Employee's choice) 





















Who should monitor 
Table 17 




QUESTION 16: Treatment is most effective if given by: 
% RESPONSES 
A. PSYCHIATRIST 12 
B. SOCIAL WORKER 18 
C. PHYSICIAN 21 
D. REHABILITATED ALCOHOLIC 21 
E. PSYCHOLOGIST 12 
F. PERSONNEL 7 
G. MINISTER 7 
H. COMBINATION OF ABOVE 0 
I. OTHER (A.A.) 2 
QUESTION 17: The treatment person and the employee 
should be of: 
% RESPONSES 
A. THE SAME SEX 0 
B. THE OPPOSITE SEX 0 
C. DOES NOT MATTER 100 
Table 19 
QUESTION 23: An employee in treatment should be allowed 
X "slips" before disciplinary action is taken 




6 or more 0 
Other 5 
None 5 
(Table 19 continued) 
QUESTION 25: Once an employee is involved in treatment, his 
supervisor can expect to see an improvement in 
the employee's job performance within: 
RESPONSE % 
Immediately 15 
1-2 weeks 10 
1 month 35 
2-3 months 30 
6 months 5 
Other 5 
QUESTION 26: The responsibility for achieving treatment goals 
belongs to: 
RESPONSE 




QUESTION 27: Who decides when treatment goals have been achieved 
RESPONSE % 
Employee 45 
Treatment Person 48 
Supervisor 0 
All of the above 7 
Other 0 
Table 20 
QUESTION 28: Employee’s post treatment progress should be 
monitored by: 
RESPONSE % RESPONSES 
Initial treatment person 65 
Employee supervisor 22 
Personnel department 4 
Union 0 
Family member 9 
QUESTION 29: The treatment person should exchange information 
regarding the employee's progress with the 
employee's supervisor,. 
RESPONSE SD D N A SA 
% RESPONSES 10 20 35 25 10 
QUESTION 30: Once an employee has completed treatment, his 













Other (3 months) 5 
Table 21 
QUESTION 31: The process of identification, referral, treatment, 
and followup should be monitored by: 




Alcohol/Treatment Coordinator 48 
Special Committee of All Above 4 
Other 0 
QUESTION 32: Who should pay for cost of alcohol treatment? 
RESPONSE % RESPONSES 
Employer Insurance 26 




Federal Government 0 
State Government 9 
Federal/State Government 4 
Other 0 
QUESTION 33: Success of Alcohol Treatment Program should be 
based on: 
RESPONSE % RESPONSES 
Reduction in employees fired 22 
Amount of money company saved 17 
Number of rehabilitations 28 
Number of self referrals 13 
Number of employees in treatment 20 







34: An alcoholic or troubled employee wants help. 
SD D N A SA 
10 15 20 25 30 
35: "Once an alcoholic, always an alcoholic." 
SD D N A SA 
5 10 10 50 25 
36: Films, pamphlets, and other advertisements 
on the potential dangers of alcohol abuse 
are helpful in the fight against alcoholism. 
% RESPONSES 
SD D N A SA 
5 0 10 65 20 
